SUMMARY A 29 year old female with a chiasmal syndrome secondary to a Rathke's cleft cyst is described. The histology and pathogenesis of these rare cysts are discussed, contrasting them with other hypophysial cysts. 
This paper describes an example of a Rathke's cleft cyst in which the patient unexpectedly died before surgery. Such cysts are of interest partly because of problems in their histogenesis and partly because of their favourable prognosis in most instances.
CASE HISTORY
A 29 year old Negro female developed bifrontal headaches occurring each morning for one year. They were poorly relieved by analgesics. Four months before admission her visual acuity gradually decreased. This progressed in severity until she was unable to see 'out of the corner of her eyes'. She complained of intermittent diplopia on primary gaze, usually a transient phenomenon.
There was no menstrual irregularity, loss of libido, changes in hair distribution or in skin texture. She had lost Giuffre and Gagliardi, 1968; Shuangshoti, Netsky and Nashold, 1970) . Berry and Schlezinger (1959) classified the examples into three groups: (1) those with suprasellar symptoms, such as visual impairment or hypothalamic dysfunction; (2) those with hypophysial dysfunction; and (3) those with no symptoms referable to the hypophysial region. The course of those patients in whom the cysts were removed was usually better than those with pituitary adenomas or craniopharyngiomas. Only two of the 18 patients who had surgery developed a recurrence of the cyst (Berry and Schlezinger, 1959; Rashkind, Brown, and Mathis, 1968) . One patient died postoperatively (Duffy, 1920) . The rest of the patients remained asymptomatic after surgery. Thus, differentiation of Rathke's cleft cysts from other lesions in this area is essential because of this difference in prognosis.
The cysts are usually confined to the sella turcica, although suprasellar extension has been described (Bayoumi, 1948; Naiken, Tellem, and Heranze, 1961; Russell and Rubinstein, 1971) . In two patients they were associated with pituitary adenomas (Duffy, 1920; Shuangshoti et al., 1970) .
Microscopically, the epithelial lining of a Rathke's cleft cyst usually consists of cuboidal to columnar epithelial cells with or without cilia, often with some transition to mucin-secreting goblet cells (Berry and Schlezinger, 1959 cyst occurs in 13-22°/ of randomly examined pituitary glands if small microscopic examples are taken into consideration (Bayoumi, 1948; Shanklin, 1949) . They may be multiple, contain colloid, and be lined by cuboidal or columnar epithelium. Similar pituitary cysts are found with varying frequencies in amphibians, reptiles, birds, and most mammals (Shanklin, 1949) . They have been described in almost 100% of chickens and 10% of guinea-pigs. Malformations involving remnants of the craniopharyngeal duct are present in 7000 of short-nosed dogs but in only 10% of normal or long-nosed dogs (Innes and Saunders, 1962) . These duct remnants are usually present as a cystic formation in the periphery of the anterior lobe of the pituitary body and in the pars tuberalis. Frequently, they exceed the volume of the hypophysial parenchyma and cause herniation of the capsule. They rarely produce symptoms although genital atrophy and diabetes insipidus have been reported occasionally (Innes and Saunders, 1962) .
Recently, Shuangshoti et al. (1970) have proposed that not all cysts originate from Rathke's pouch but that neuroepithelium may be pinched off to form ependymal-lined tubules within the pituitary gland and around the stalk. They feel that epithelial cysts related to the sella turcica are histologically and histochemically indistinguishable from neuroepithelial (colloid) cysts. This suggests that cilia, mucin, and mucopolysaccharides are not specific for the glandular epithelium of Rathke's cleft, but also are present in neuroepithelium. Some support for this view exists, since gland-like structures are also present in the posterior lobe of the pituitary body in early life (Shanklin, 1951) . These tubuloracemose glands connect with the Rathke's cleft lumen. Normally they involute in the adult, leaving only the 'salivary glands of Erdheim' as residua (Berry and Schlezinger, 1959) .
Furthermore, Rowbotham and Clark (1956) described a cuboidal lined cyst filled with colloid attached only to the tuber cinereum. They felt that it was derived from an ependymal prolongation of the third ventricle into the infundibulum. In four examples of Rathke's cleft cysts, tubuloracemose glands have been noted (Duffy, 1920; Messimy, Namin, and Martines, 1955; Fager and Carter, 1966; Giuffre and Cagliardi, 1968) , so that a neuroepithelial origin cannot definitely be excluded.
Rathke's cleft cysts differ sharply histologically from the more common craniopharyngioma or hypophysial stalk cyst (Duffy, 1920; Frazier and Alpers, 1934) (Erdheim, 1904; Luse and Kernohan, 1955) and less commonly in the newborn pituitary gland (Goldberg and Eshbaugh, 1960) . These lie near the junction of the stalk with the pars distalis, but may also occupy the pars tuberalis (Russell and Rubinstein, 1971 (Fulstow, 1928; Frazier and Alpers, 1934) . Russell and Rubinstein (1971) report two cases of dumb-bell tumours in which the intrasellar portion was lined by a single layer of ciliated epithelium, while the suprasellar part consisted of squamous epithelium. The transition of epithelium occurred abruptly at the level of the diaphragma sellae.
